Introduction
In October 2007, the Trainee Division Committee of the Intensive Care Society (ICS) was canvassed by the Intercollegiate Board for Training in Intensive Care Medicine (IBTICM) for its opinion on an issue which was likely to significantly affect trainees in Intensive Care Medicine (ICM) in the UK. The IBTICM was considering the place of an examination in ICM within the current and future ICM training structure, including any proposed 'run-through' training programme. The IBTICM had suggested that it may be necessary for an examination to become compulsory in the future for both dual and 'run-through' training, but it was felt important to assess the views of trainees about this. The Trainee Committee recognised that this issue was potentially contentious, and that it might not be appropriate for us to speak on behalf of the entire trainee membership. We therefore conducted a survey of the trainee membership of the ICS in order to ascertain their views on this and other training issues.
Method
The survey was created using the web-based software, Survey Monkey (www.surveymonkey.com). An email was sent to the registered email addresses of trainee members of the ICS. As it was felt that the database of email addresses may not be reliable, the survey was publicised in the monthly ICS e-newsletter, and on the ICS website. A total of 24 questions were included, comprising a variety of closed single and multi-response questions. A final question allowed respondents to enter comments as free text. Respondents were asked to declare if they were members of the ICS but no system was put in place to verify this. Results from the closed questions were collated and analysed using the Survey Monkey software. The free text responses were assimilated and broadly categorised. Where there were clear emerging themes or important points these are reported after the relevant sub-heading under 'Results'. The synthesis of full text comments was subjective and undertaken by the lead author. Every attempt is made to report these dispassionately.
Results

Demographics
There were a total of 313 responses. Ninety-one per cent (n=286) confirmed that they were members of the ICS, with 9% (n=27) replying that they were not. The trainee membership of the ICS numbered 446 at that time. Over 90% (n=279) of respondents were in a post at ST3/SpR1 level or above, and 54% (n=168) were at SpR 4/5 or above. Six per cent (n=16) were at FY1 to ST2 level, 4% (n=12) were in fixed-term specialty training appointments (FTSTA) posts, and 4% (n=13) were in non-training grade posts. Eighty-eight per cent (n=273) were training in ICM from the parent specialty of anaesthesia, with 8% (n=26) from medicine, and 3% (n=10) from emergency medicine. Fourteen per cent (n=43) of respondents had either completed basic level ICM training (10%, n=32), or were aiming towards this. The remaining majority were spread more or less evenly across the late stages of ICM training, with 29% (n=90) undergoing Intermediate level training, and a total of 18% (n=56) having completed Advanced training and/or Dual CCT. Eighty-one per cent (n=233) expressed an intention to
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complete Advanced level ICM training. Most respondents (92%, n=286) were based in England and Wales (Scotland 7%; Northern Ireland 1%).
Attitudes to current examinations in ICM
Fifty per cent (n=155) expressed an intention to sit one of the currently available postgraduate examinations in ICM (UK DICM 25%, n=77; EDIC 23%, n=71; other e.g. ANZICS 2%, n=7). Fifteen per cent (n=45) had already sat one of the examinations, 16% (n=49) had no intention of sitting an examination and 19% (n=59) were undecided.
Compulsory examination in ICM
Fifty-six per cent (n=172) of respondents favoured the introduction of a compulsory examination in ICM (Figure 1 ). Thirty-five per cent (n=108) stated that it might deter them from pursuing training in ICM. Sixty-one per cent (n=187) would not be deterred; 5% (n=14) said it might encourage them to choose ICM. Fifty-nine per cent (n=191) thought the best time to sit such an examination would be in the latter years of training (SpR 4/5) with the largest minority (33%, n=100) preferring SpR3/ST5. Preferences as to the format of a compulsory examination are summarised in Figure 2 .
Free text comments
It was pointed out that a voluntary examination acted as a useful discriminator when applying for consultant posts, and that there may remain a place for an optional additional examination even if there were a compulsory examination. There was acknowledgment of the advantage of a compulsory examination, should ICM become a stand-alone specialty with only a 'run-through' training programme. There was concern that under current dual training arrangements, any compulsory examination should avoid repeat assessment of curriculum that was adequately assessed in other postgraduate examinations. Similarly the timing of such an examination should be flexible enough so as not to clash with entry and exit examinations demanded by parent specialties, or with other clinical and academic commitments. The examination should be clinically orientated and not so burdensome as to detract from hands-on clinical experience during the period of advanced ICM training. The concept of a demanding exit examination at a late stage in a career, when much had been committed to a training pathway, and which would come at a time when many would have young families and increased demands on time outside working hours, was heavily criticised. The dissertation component of the current UK Diploma in ICM renders it unattractive, and certainly unsuitable for becoming a compulsory examination. The current European Diploma in Intensive Care was felt to be more clinical, relevant, and suitable as a model for any compulsory examination.
Training, supervision, and representation
Eight per cent (n=23) of the total number of respondents said they would need to go out of programme in some way in order to complete the complementary specialty training requirement for training in ICM. This must be interpreted in the light of the fact that only a minority respondents were at an early stage of either parent specialty or ICM training. Ninety per cent (n=278) knew who their Regional Advisor for training in ICM was, and 77% (n=237) knew who their local IBTICM tutor was.
Fifty-five per cent (n=169) did not know if they had a trainee representative on their local ICM specialty training committee, 26% (n=80) had one, 14% (n=42) thought they had one but did know who they were, and 6% (n=18) were sure they did not have one. Seventy-four per cent (n=223) did not know who their local ICS trainee 'linkman' was.
Free text comments
Several respondents highlighted the difficulties in arranging complementary specialty training. Modernising Medical Careers (MMC) had forced many to commit to training pathways before they had the opportunity to broaden their experience, and the MMC structure renders obtaining crossspecialty experience much more difficult.
There were complaints from some respondents about the quality of training and supervision of training in some, nonspecified regions. It was felt by some that the introduction of an examination may be felt by the IBTICM to be easier, or more of a priority, than addressing the quality of training. 
Audits
Expanded case histories
Forty-three per cent (n=130) had completed their 10 expanded case summaries required for Intermediate level training in ICM, and 45% (n=127) had had feedback on some or all of these (Figure 3 ). Sixty-two per cent (n=167) 
Run-through training
Sixty-nine per cent (n=214) stated they would not have been likely to choose 'run-through' training in ICM if it were currently available as an option (Figure 4) . Had 'run-through' training been the only option for training in ICM, necessitating the choice of ICM in preference to their current parent specialty, the responses were evenly split. Thirty-three per cent (n=103) said they would have been likely to have chosen to train in ICM, but 33% (n=103) would not have been likely to do so (Figure 5 ).
Free text comments
Many comments welcomed progress toward ICM becoming a specialty in its own right, as marked by the development of a stand-alone 'run-through' curriculum. However, there was very strong concern that ICM continue as a specialty supported with experience and ongoing responsibility in other specialties. Many anticipated that the combination of ICM with work in other specialties remained an attractive working pattern to aim towards. Both joint training and joint working were felt to be good for ICM as a specialty, and good for patients. Although only a minority of respondents were from parent specialties other than anaesthesia, there was strong and repeated concern about the lack of ICM consultant posts being advertised which would be suitable for non-anaesthetic applicants. Many non-anaesthetic ICM trainees felt that this was particularly unfair given that ICM training demanded considerable additional commitment and often an extension to training of a year or more.
Discussion
We conducted a survey of the trainee membership of the main representative body for ICM specialists in the UK. We achieved a response from approximately 64% of the trainee membership of the ICS and an unknown proportion of those training or intending to train in ICM. The issues addressed were those which affected all trainees in ICM, and surveying our membership was the most straightforward way to access the trainee population. However it is acknowledged that not all trainees in ICM are members of the ICS, and our sample cannot therefore be perfectly representative of ICM trainees as a whole. However, due to the way we publicised the survey, not all respondents were actually ICS members and this might be expected in turn to marginally increase the representative value of our results. Most respondents were anaesthetists by parent specialty, were at a late stage in their training, and expressed a commitment to completing the highest level of training in ICM; the results must therefore also be interpreted as being largely influenced by the particular perspective of this segment of the trainee population.
Examination in ICM
Although the bare statistics of the survey suggested that a majority of trainees supported the idea of a compulsory examination in ICM, the tone of the free text comments suggested deep-rooted concerns as to its implications under the current dual training model. This led the Trainees Committee, in their position statement to the IBTICM (available in full on the ICS website, www.ics.ac.uk), to heavily qualify their communication of this support. The qualifications were as follows: 1. The impact of a further examination, particularly one late in training, on the personal lives of trainees should not be underestimated. Examinations at a late stage of training are especially likely to affect trainees with young families and this was reflected in the views of the committee and many of the comments in response to our survey. 2. There is great potential for conflict with the timing of the other postgraduate examinations which trainees in ICM have to sit for their parent specialties. It would be hard to introduce an examination which would suit both anaesthetists and those with 'exit' examinations to sit, while those with no other postgraduate examinations to complete would be advantaged. There will also be potential conflict with those committed to academic pursuits including higher degrees and research. 3. The examination should not re-examine what is already examined in other postgraduate examinations. It was suggested that there could be an ICM 'part one' examination for those training only in ICM, but exemption should be granted from this where trainees have already sat a postgraduate examination which sufficiently assessed relevant core knowledge. 4. The current UK diploma in ICM is not fit for purpose as a compulsory examination. The dissertation component in particular is too burdensome and demands a disproportionate time commitment. 5. Any examination at the 'exit' stage should reflect expectations of trainee performance following satisfactory completion of training. To set the bar of a compulsory examination at a disproportionate height, at a stage when a great deal has been committed to a career, would be disingenuous and would reflect a lack of faith in the quality of training and competency-based assessment.
Other training issues
As regards current training, the responses were skewed by the seniority of the group sampled. It is known that complementary specialty training may be increasingly difficult to achieve for trainees who are locked into 'run-through' training, due to the current inflexibility of the MMC structure. Only a small number of respondents fell into this group, but of this small number many said they would have to attempt to go 'out-of-programme' in order to achieve complementary training. Intermediate level training in ICM is concerned with consolidating basic training while achieving competence more deeply and widely in ICM. The completion of 10 expanded case histories is currently a required part of this stage of ICM training. The case histories are intended to be assessed and approved by the Regional Advisor in ICM. Despite the seniority of the respondent group nearly 60% had not completed their case histories, and 55% had not had any feedback on those they had completed, although over 60% reported these case histories as being valuable to their training and education in ICM. This does suggest that the case histories are being under-utilised as both a training and assessment tool.
Trainee representation on the committees responsible for training locally is less than optimal. Good quality training involves listening to the needs of trainees, and if representation is not enshrined formally it is difficult to see how this can happen. The system of trainee 'linkmen' as a system to communicate with the trainee membership of the ICS does not appear to be adequate.
'Run-through training'
Our results suggest that restricting training in ICM to a standalone pathway only may hugely diminish the numbers of trainees entering the specialty. The responses to our survey reflected the perceived benefit to the specialty of ICM from having concurrent training in other specialties, and the benefit of having practitioners who remained jointly competent in another specialty. It remains to be seen how the findings of the inquiry into MMC will affect the development of the ICM training pathway.
Employment opportunities for non-anaesthetists
There were vocal expressions of concern from the minority who were training in ICM from a non-anaesthetic background, that the progress of the specialty in accommodating entry from medical, emergency medicine, and surgical parent training was not being matched by the creation of suitable consultant posts for those emerging with this kind of dual accreditation. Since 2002 training in ICM has been formally made available to trainees from any clinical background. The response to our survey probably under-estimated the numbers training in ICM who come from a non-anaesthetic parent specialty. By September 2007, 31% of those registered for training with the IBTICM were non-anaesthetists (E Hayes, personal communication, 2007) . It is hard to justify training individuals in ICM if there is no prospect of employment in the specialty at the completion of training.
Conclusion
Training in ICM in the UK has progressed significantly since the introduction of the CCT programme in 2002. Although not a direct participant in the restructuring of medical careers in 2007, as it was without its own 'run-through' training, MMC has had significant impact with regard to difficulties faced by those seeking to enter ICM. There is an appetite for ICM to continue to evolve toward becoming an independent specialty. While a standalone training pathway is perhaps considered to be an inevitable part of this, it is clear that many trainees feel that the removal of the option of dual training would be a loss, and may have rendered ICM training unattractive to them. A compulsory examination as part of a standalone pathway may similarly be inevitable, but as part of dual training would be welcomed only with many reservations with regards to its format, timing, and content. The noble ideal of ICM being a general specialty that benefits from input Audits from backgrounds in many specialties has been adequately embodied in its training pathway, but not in employment opportunities subsequent to completion of training.
The Trainees Division Committee has fully taken on board the concerns of our membership. We submitted a detailed and robust position statement to the IBTICM on the matter of a compulsory examination in November. In addition we presented this data as feedback to a national meeting of IBTICM Regional Advisors and Tutors, also in November. In addition, we are involved in a campaign jointly with our sister trainee bodies to move the issue of the employment of nonanaesthetic trainees in ICM further up the agenda of the responsible professional, governmental and National Health Service bodies. Finally, we will be reviewing the linkman system over the coming year as part of an overhaul of our channels of communication with our membership. Details of these and other activities can be found on the ICS website (www.ics.ac.uk ) 
